In this study, we preliminarily examined the effects of the Informational and Emotional Support Program for Women after Pregnancy Termination in 30 Thai women. A literature review and House's theory of social support informed the program content, which consisted of the following elements: (i) an evaluation of grief; (ii) an analysis of the problems and needs of each woman; (iii) informational and emotional support tailored to individual problems and needs; (iv) telephone support; and (v) an exit phone interview. The Grief Questionnaire for Women after Pregnancy Termination was used to measure changes in the grief levels of participants. The data were analyzed using descriptive statistics and the contingency coefficient. At the completion of the study, the participants' average grief score had decreased from the prior grief score and was in the moderate to low range. These preliminary findings indicate that the support program can be effective in real-life situations in Thailand to assist women who are grieving after the termination of pregnancy. Our findings highlight the need for nursing and emotional support to be provided to help Thai women after the TOP.
INTRODUCTION
The death of a fetus is a profound loss that brings grief to a woman and her family (Brier, 2008) . Approximately 50% of early pregnancy losses are caused by chromosomal abnormalities, and up to 15% of diagnosed pregnancies end in miscarriage. Approximately 80% of these occur during the first trimester, with chromosome abnormalities as the leading cause (Prine & MacNaughton, 2011) . Advances in obstetrics, both internationally and in Thailand, have led to greater early detection of fetal abnormalities and a consequent rise in the early termination of pregnancy (TOP). Although the TOP rate in Thailand has declined in recent years, it remains high at eight per every 1000 live births (Bureau of Policy and Strategy, Ministry of Public Health, 2013). In Northern Thailand, the setting of this study, women between 20 and 35 years of age account for the most instances of TOP (The Office of Policy and Strategy, Ministry of Public Health, 2013) .
After the TOP, women generally experience grief over the unexpected loss of their baby, who to them symbolizes expectation, relationship, and attachment, all of which suddenly become non-existent (Wallerstedt et al., 2003) . There is a feeling of intense sorrow that involves physical, mental, and social reactions (Robinson, 2014) . This phenomenon is problematic when the loss associated with the TOP creates intense grief and difficulty facing and adjusting to a critical situation (Armstrong, 2004; Sutan et al., 2010) . Grief after the TOP has several effects on women and their family members, including feelings of weariness and/or drowsiness, loss of energy, and neglect of their own health, which can result in poor immunity (Hutti, 2005) . Moreover, grief lasting for months or even years can result in these women perpetually experiencing feelings of anxiety (Strallon & Lloyd, 2008) . Some of these women fall into depression (Leon, 2008) . Grief from the TOP can affect the relationship between a woman and her partner if they lack an understanding of each other, and might lead to divorce.
Women who experience grief after the TOP often seek the support of family, friends, and health personnel during and immediately after their loss to assist them during this difficult time (Kavanaugh et al., 2004) . Their family and friends are often uncertain as to how to provide this support. If these women do not feel that they are not being supported, they might feel isolated and misunderstood in their grief. Furthermore, a lack of support has been linked to complicated or chronic grief (Makenzius et al., 2012) . Health professionals can provide solace to bereaved parents by giving them the opportunity to touch and hold their dead baby, and by helping them arrange a religious ceremony afterwards (Badenhorst & Hughes, 2007) . Interviews with women after the TOP have indicated that they need support from health personnel, and that they often require information regarding the physical condition and cause of abnormality or death of their fetuses (The Office of Policy and Strategy, Ministry of Public Health, 2013).
Literature review
Grief caused by the TOP or stillbirth is complicated and differs for each woman (Robinson, 2014) . Grief, in the context of Thai Buddhist culture, is related to the religious belief of suffering in your current life as punishment for a sin you committed in your previous life. This type of thinking can result in both positive and negative reactions to grief. Thai women who experience the loss of a baby often have unmet emotional needs due to a lack of support programs from health professionals after their TOP. No prior interventional studies on grief from the TOP have been undertaken.
Numerous studies have demonstrated that many Western hospitals have developed programs to care for women who have experienced a TOP, and that these programs appear to be effective (Swanson et al., 2003; Makenzius et al., 2012; Smart & Smith, 2013) . The development of a support program will serve as a guide for health personnel to provide information, advice, and counseling that allow women and their partners to handle their grief and come to terms with their loss (Canadian Paediatric Society, 2001 ). The concept of social support has been applied since 1970 for promoting health and preventing diseases (Logsdon, 2003) . Social support is associated with networking; that is, it helps people cope with stressful events and it can enhance psychological well-being. Social support distinguishes between four types of support: (i) informational support; (ii) emotional support; (iii) instrumental support; and (iv) appraisal support (House, 1983) . Informational support involves the provision of advice, suggestions, and information that a person can use to address problems. Emotional support is associated with sharing life experiences. It involves the provision of empathy, love, trust, and caring. Instrumental support involves the provision of tangible aid and services that directly assist a person in need. It is provided by health personnel, family, close friends, colleagues, and neighbors. Appraisal support involves the provision of information that is useful for self-evaluation purposes: constructive feedback, affirmation, and social comparison. Social support is an important factor for encouraging individuals to maintain normal behavior, motivating them to seek therapy when in need, and enabling them to better manage stress (Lazarus & Folkman, 1984; Logsdon, 2003) . Social support offers useful assistance in response to the needs of the recipient, and should be provided by reliable and intimate relatives (Kavanaugh et al., 2004) . In addition, given the multicultural nature of the US population, it has been suggested that in that country, "further research is needed related to social support surrounding perinatal loss, in particular with families of various racial and ethnic backgrounds" (Kavanaugh et al., 2004: 90) . The social support theory of House (1983) is suitable for Thai women because Thai culture is concerned with both physical and mental health. In addition, the faith of Thai women is based on Buddhism and its beliefs regarding birth and death. According to Buddhism, life is impermanent, and our life does not begin only at the moment of birth; moreover, death does not imply the end of everything (Bhikkhu, 1994) . Therefore, a type of informational and emotional support that is relevant to Buddhism can help women cope with grief from the TOP.
However, no prior program has been implemented in Thailand to support women who have experienced the TOP. The program described in this paper was specifically set in Northern Thailand, and accounts for certain aspects of Thai Buddhist culture. Here, we describe the effects of this informational and emotional support program for Thai women suffering from grief after TOP.
METHODS

Design
In this study, we sought to examine the effects of the aforementioned informational and emotional support program. This research utilized a pilot, one-group, pretest/post-test design in which women were tracked after the TOP. All eligible women participated in the 2-week program. A baseline evaluation of grief and an analysis of the problems and needs of each woman were performed the day after the TOP.
Participants
Ten percent of the sample projected (300 women) for the larger study was used in the study (Connelly, 2008) . Purposive sampling was used to recruit 30 women who had undergone therapeutic TOP at a university hospital in Chiang Mai, Thailand, between July 2012 and December 2012. The inclusion criteria were: (i) being at least 18 years of age; (ii) agreeing to participate in the study; (iii) having intended to have a baby; (iv) having had no prior abortions; and (v) lacking any active psychiatric problems that could confound expressions of grief.
Ethical considerations
This study was approved by the ethics committees of the Faculty of Medicine and the Faculty of Nursing of Chiang Mai University, Thailand. Throughout the study, we took active steps to protect the participants, and engaged in ethical research behavior that protected participants' rights. The first author (PS) was responsible for the management and integrity of the study design. The remaining authors (NL, SL, WH, and AK) were responsible for intervention implementation and follow up for the research project. After each participant was determined to be eligible, the study purposes were explained, written consent in Thai was obtained, and the participants were provided with a copy of the consent form.
Instruments
Program development
The Informational and Emotional Support Program for Women after Pregnancy Termination (hereafter, "the program") was created by researchers with expertise in midwifery settings and the counseling of women. The content of the program was formulated by deriving information from an extensive literature review, and was theoretically underpinned by the social support theory of House (1983) , which explains how social support helps people cope with stressful events.
The goals of the program were to help the participants start a normal grief reaction, actualize the loss, acknowledge their grief, assure the participants that their feelings are normal, and meet the particular needs of each participant. The researchers provided individualized care, while trying to be sensitive to cultural and religious issues.
The program consisted of two areas of support:
1. Informational support. The researchers provided each participant information regarding the infant's physical condition, the cause of death, and educated them on ways to handle their grief and and recovery (both physical and mental) after their TOP and also provided information on family planning; they also received advice from specialists regarding genes and illnesses that affect pregnancies. Simple language was used, allowing time for listening and answering questions honestly. 2. Emotional support. A friendly and open atmosphere was created to enable participants to express their feelings about their TOP. The researchers allowed participants to express their feelings and intentions, and enquired about participants' attitudes toward the fetal death and their need for information. All of the interactions took place in a quiet and relaxed environment. The researchers were nurses with over 10 years of experience in the postpartum ward and prior experience providing counseling support to grieving women.
The researchers had contact with participants during four phases after the TOP: (i) phase 1: 8-12 h after the TOP for 30-45 min; (ii) phase 2: 24 h after the TOP for 30-45 min; (iii) phase 3: on day 3 after the TOP; and (iv) phase 4: on day 7 after the TOP.
A pamphlet for informational support created by the researchers from the literature review, with details about the process of grief, response to process grief, self-care after the TOP, family planning, and genetic counseling, was given to the participants.
Instruments for data collection
Demographic and obstetric record questionnaires
Demographic and obstetric data questionnaires that asked for information regarding age, education, marital status, type of loss, gestational age, and previous pregnancy outcomes were developed by the researchers and completed at baseline.
Grief Questionnaire for Women after Pregnancy Termination
The Grief Questionnaire for Women after Pregnancy Termination (GQWPT), which was developed by the researchers based on a literature review, is an 18-item scale with four dimensions of expressions of grief: emotional, physical, perceptional, and behavioral (Todd & Baker, 1998; Kaplan & Sadock, 2000) . Five-point Likert scales were used to grade the severity of various feelings (ranging from "0" = "no feeling" to "5" = "very severe feeling"). Overall scores were out of 90 points, with scores of 18-30, 31-60, and 61-90 indicating mild, moderate, and severe feelings of grief, respectively. The content validity index and the Cronbach's alpha of the GQWPT were calculated to be 0.92 and 0.85, respectively. The GQWPT was used to assess feelings associated with grief in phase 1 (pretest) and 2 weeks after the TOP (post-test).
Procedure
The participants were informed about the program shortly after their TOP, and were recruited during phase 1 (8-12 h after the TOP). In this phase, informed consent and demographic data were obtained, and the GQWPT was completed. During phase 1, the researchers began to provide support on an individual basis, and the process of providing informational and emotional support for the participants after the TOP consisted of the following steps: (i) an evaluation of grief after the TOP. As researchers, the nurses collected all of the data obtained in this phase and defined the problems and needs of the women and their partners; and (ii) an analysis of the participants' problems and needs. The purpose of this analysis was to reduce grief, help women confront their problems, and devise ways for them to carry on with their lives in a normal manner.
During phase 2 (24 h after the TOP), participants were asked to express feelings about their loss; their expressions of emotion were facilitated, and additional informational and emotional support was provided. We provided information regarding the physical condition of the fetus and diagnoses of abnormalities; explained the grief process, responses, and coping mechanisms; and provided instructions for self-care after the TOP. Thereafter, follow-up arrangements were made to ensure that the participants received appropriate genetic counseling and information regarding family-planning methods.
During phases 3 (day 3 after the TOP) and 4 (day 7 after the TOP), follow-up support was provided for 10-15 min via telephone, with further informational and emotional support tailored to individual needs after questions were asked about physical and emotional symptoms. Two weeks after the TOP, levels of grief were again assessed using the GQWPT. The collected data were verified and statistically analyzed using descriptive statistics and the contingency coefficient.
RESULTS
Demographics
Thirty Thai women participated in the study. The participants' mean age was 26.9 years (range: 21-33 years). Half of the group had a bachelor degree level or higher and were employed, whereas the remaining participants only had high school degrees and did not work outside of the home. All participants were Buddhist. The TOP occurred for 16 first pregnancies and 14 second pregnancies. The conceptual ages of the terminated fetuses at TOP were between 10 and 22 weeks. Most participants (n = 23) had therapeutic abortions, whereas the remaining seven participants had spontaneous abortions. Thirteen couples received information from a doctor at a prenatal clinic regarding abnormalities and causes.
Feeling associated with grief
In the first 8-12 h after the TOP, the mean GQWPT score was 54.61 (standard deviation [SD] = 9.37), indicating moderate to severe grief. For participants who had experienced termination of their first pregnancy, and participants who had experienced termination of their second pregnancy, the mean GQWPT scores were 58.37 (SD = 10.55) and 50.28 (SD = 5.46), respectively. All expressed their grief through emotions, physical actions, perceptions, and behaviors. Eighteen of the participants expressed feelings of distress and sorrow, and were unable to control their minds and emotions when they watched TV programs about children. Fifteen of them felt depressed, disappointed, discouraged, and angry, in addition to a range of other negative feelings, including guilt and shame. They did not wish to speak with anyone or be asked questions about their infants. They also felt uncertain when wondering if the diagnosis they had been told was correct, and they blamed others or themselves. Most of the participants (n = 28) expressed their feelings through crying, experiencing insomnia, eating less, or isolating themselves.
Effects of the program
All 30 participants received informational and emotional support after the TOP from phase 1 to phase 4, confronted grief appropriately, and experienced a steady decrease in grief. During phase 1, the participants continued to experience grief, but had started to accept the loss of their babies. The week after the TOP, the participants were still grieving, although less intensely, because of their realizations regarding the loss, receiving support from the researchers via telephone and from their partners and family members, "making merit" in the Buddhist religion for their babies, practicing dharma, going to the temple, and meditating once per week. Observed grief responses included constant thoughts about the death of their baby, increased sleeping, and the ability to continue routine activities and gain greater control over their minds. After being discharged from the hospital, participants had follow-up evaluations, and adjustments to the type of support were implemented in accordance with individual situations. At the completion of the study, participants exhibited low-to-moderate degrees of grief. A comparison of the numbers of participants at each GQWPT score level before and after the informational and emotional support program revealed a significant difference (χ 2 = 0.394; P < 0.02), as indicated in Table 1 There was no significant difference between participants who had a TOP of their first pregnancy and those who had a TOP of their second pregnancy, with respect to the numbers of participants at each GQWPT score level before the informational and emotional support program, as indicated in Table 2 .
However, there was a significant difference between these two groups with respect to the numbers of participants at each GQWPT score level after the informational and emotional support program (χ 2 = 0.471; P < 0.00), as indicated in Table 3 .
DISCUSSION
This pilot investigation is the first step towards developing a program for intervention that could be tested in a future randomized, controlled trial. This study's informational and emotional support program, tailored to individual problems and needs, and relevant to Buddhism, exhibited effective results. A number of participants' GQWPT scores improved from moderate to severe prior to the informational and emotional support program to low-to-moderate after the program. The numbers of participants at each GQWPT score level were found to significantly differ for participants who had a TOP of their first pregnancy and those who had a TOP of their second pregnancy after the informational and emotional support program. Although participants who had a TOP of their first pregnancy had lower GQWPT scores after the program than before the Program, these scores remained higher than those of participants who had a TOP of their second pregnancy. This finding confirmed that the informational and emotional support program, based on the theory promulgated by House (1983) , is suitable for Thai women because Thai culture supports both the body and mind. Thai faith is also based on Buddhism and its beliefs regarding birth and death. Buddhist beliefs accept death as part of life: "Buddha taught (to) contemplate death at every moment of breathing in and out" (Kanjanapisarn, 2012: 7) . Perinatal loss can be a devastatingly emotional experience, and women find comfort in the presence of health personnel who provide informational and emotional support, depending on these women's individual needs (Kavanaugh et al., 2004) . The participants in this study expressed their need to talk about their experience and to have someone listen. They found it most helpful to talk with health professionals who truly understood their feelings and problems. Our findings are consistent with the results obtained by DiMarco et al. (2001) , who examined a hospital-based perinatal crisis support group and demonstrated that, if given support and advice, women and their partners could efficiently cope with their grief situations. Smart and Smith (2013) previously noted similar findings. They set up a healthcare team consisting of doctors, nurses, and social workers to provide advice, support, and information to women after the TOP; their program was efficient, and resulted in marked improvement in the quality of care.
In this study, most of the participants felt that their bond with their families were strengthened after their loss, and that their Buddhist beliefs helped them to appropriately cope with grief after their TOP. The findings confirmed the results of a prior study that suggested that certain family relationships are strengthened after a loss when family members are Beaudet, & Dumas, 1999) . Although more research on the program is required, based on our findings, several guidelines could be implemented by nurses who can follow up women after the TOP. All women should undergo grief evaluation within 8-12 h after a TOP. This evaluation should include an observational assessment of their responses toward grief and additional interviews, with the objective of providing suitable care. Grief evaluation should occur prior to discharge to ensure that women experience a decrease in grief and can cope with their grief in an appropriate manner. Before being discharged, women should also have the opportunity to have a discussion with their doctors and nurses regarding pregnancy abnormalities and concerns about subsequent pregnancies. In addition, there should be a 6-week follow up to advise women on how to prepare for their next potential pregnancy. Nurses should periodically participate in follow-up phone consultations with women after discharge and/or work with with community nurses in cases involving high levels of grief.
Limitations
There are several limitations. There was no control group, which limits assessments of the effectiveness of the program. Ideally, our desire is for all women to have the opportunity to participate in this program following the TOP. Although the sample size of 30 participants was a limitation that restricted statistical power, it is essential to conduct a full-scale clinical study that replicates this investigation to address the hypothesis regarding the effects of the program on feelings associated with grief.
CONCLUSION
In this study, the participants indicated that the informational support, advice, and guidance they received from nurses helped them confront and manage their grief and take care of their own health. This study points toward the nurse midwife's capacity to care for women after the TOP. Cooperation with the healthcare team maximized the benefit to the women and their families in terms of empowerment, education, consultation, ethical reasoning, and ethical decision making for the TOP, and evidence-based practice supported the collection of empirical evidence to be used to appropriately, and efficiently plan and create activities for each of the women.
The study results suggested that after a TOP, Thai women are likely to benefit from an informational and emotional support program. To develop more effective nursing teams, the training of nurses working in postpartum units must include supporting women who have undergone a TOP.
ACKNOWLEDGEMENT
We would like to thank the women and their family members who participated in this research, which was funded by the Faculty of Nursing, Chiang Mai University, Thailand. 
